7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING
Division of Licensing and Protection

103 South Main Street, Ladd Hall
Waterbury VT 05671-2306
http://www.dail.vermont.gov
Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

March 25, 2010

Ms. Jean Fornwalt, Administrator

Merry Meadow Farm, Inc-Bradford House
996 Lower Plain

Bradford, VT 05033

Dear Ms. Fornwalt:

Enclosed is a copy of your acceptable plans of correction for the annual survey conducted on February
8, 2010. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If we find
that your facility has failed to achieve or maintain substantial compliance, remedies may be imposed.

Sincerely,

ogrne £ Lt p s

Suzanne Leavitt, RN, MS
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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. An unannounced licensing survey was conducted
2/8/2010.
5 ‘ MAR 2 320 s
R161 V. RESIDENT CARE AND HOME SERVICES i R161 ; | b |
SS=E i DL ;
- . - - 2 '
. 5.10  Medication Management ——— 1 ’

' 5.10.b The manager of the home is responsible : . |

" for ensuring that all medications are handled

« according to the home's policies and that
designated staff are fully trained in the policies

' and procedures.

This REQUIREMENT is not met as evidenced

by:

Based on observation and interview, medications

~ were not handled according to the home's
policies for 6 applicable residents (Resident #1,
#2, #3, #4, #5 and #6). Findings include:

oa]ealio

1) Per observation of the Noon medication

ry on 2/8/2010 for 6 applicable residents, , .
the employee responsible for dispensing %US_Q_ hQ,\/Q) b.&O,V] e ’—h’Q‘ '\_Qd
dicati d out h dication into the
medications popped out each medication into the A o \PY‘BPQ\/ Y@QQA Lre.

hand of the resident after assuring that the

resident was aware of the specific medic_atiqn ; d\{j«- md \ mj,‘ Ml O ‘ W-QK\:

taken and the reason for taking the medication. [ * _L(
" Per interview at 2:48 PM, that afternoon, the i \ Qo YA

employee stated that the medication card should U‘) \ VlduQ,

have been handed to the resident to dispense yev &\)33 6? e 0.Ch S-‘—g\

independently and that the employee had

distributed in the observed manner to 'save time'. DQYSQV\S Khnewy d' Ck \’Q‘MY
" That afternoon the Manager confirmed that *LQ Qy\lﬂ \ ()‘\U\Q/ O‘c Out d\QQ\ﬂ Qn
 facility policy is to offer the medication cared to

each resident to 'pop' out medications for p B QRS O\ﬂ d) PYQ&K UJQ&

themselves. ZC=720;0 (,}L a} q ‘ jo

RiGH X/K oS
PoC OLQCQK-JZDMWW —
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R179 V. RESIDENT CARE AND HOME SERVICES I R179
|

SS=F S
| | S TR
5.11 Staff Services I T \
5.11.b The home must ensure that staff f MAD 2 2 anen 'l i
demonstrate competency in the skills and i
techniques they are expected to perform before
providing any direct care to residents. There
' shall be at least twelve (12) hours of training each
year for each staff person providing direct care to
residents. The training must include, but is not
limited to, the following:

(1) Resident rights;
' (2) Fire safety and emergency evacuation,
(3) Resident emergency response procedures,
. such as the Heimlich maneuver, accidents, police

' or ambulance contact and first aid; -
. (4) Policies and procedures regarding mandatoryl \Sﬁ QY ((/L “TG\H/I ‘ Yl
reports of abuse, neglect and exploitation; | nb‘/@ hQ Q,OY) uQJ Oﬂ \Uﬂe_
(5) Respectful and effective interaction with ‘
residents; | —F‘ Y‘S"{“ -F,Yl C\Q% O-?' ‘QUQ}‘ )MQVTH’)
(6) Infection control measures, including but not |
limited to, handwashing, handling of linens, CDU-@V\ 4 Ye Ul I‘ﬂd ‘\"\"(k\ nﬁ
maintaining clean environments, blood borne @n —F«./e_b Q 9\(’), O Qn \Y\SQYV)
pathogens and universal precautions; and
* (7) General supervision and care of residents. UJ‘H’\ &\ \ 57“@‘?{:' in Q%ﬂmm
' This REQUIREMENT is not met as evidenced w s held < reviewd S ident's
. by: i i h+g
Based on record review and interview, the facility H 6 ' a’ qj |0

did not assure that staff received required annual l

in-service education. Findings include: R 1Y 3-28-2¢(0

PoC oenpX)d OLA.L\::\\’*m\ —_
R C ‘A~"'7 RA) —1

. 1) Per record review with the facility manager on I
. 2/8/2010 at 1:58 PM, none of 5 staff reviewed

* had received required annual training in Resident |
. Rights, Fire Safety, Emergency Response / First

_ Aid, Respectful and Effective Communication, '
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R179 Continued From page 2 R179
"and General Care and Supervision. Additionally,
. 2 of 5 staff had no record that they had received _ B i )
- training about Abuse / Neglect / Exploitation and ' o o i
Infection Control. None of the 5 staff members . {
reviewed had received the annually required 12 oo
hours of ongoing educaticn. ' - in Lo
MAR 2 37

R181 V. RESIDENT CARE AND HOME SERVICES R181

5.11 Staff Services s

*5.11.d The licensee shall not have on staff a
person who has had a charge of abuse, neglect |

or exploitation substantiated against him or her, /.'\[ d__\ )
as defined in 33 V.S.A. Chapters 49 and 69, or Al ‘ECVS Q ve em Plﬁue S

| on? who hlats zienbcgqviptgd oftr?nftoffens_e for f {-‘—OY‘ b\}%} Y\,O_%&n\\',
actions related to bodily injury, theft or misuse o :
funds or property, or other crimes inimical to the OY\ X D\D bn GYQ t
public welfare, in any jurisdiction whether within 440 \}T * 0{: U ane \ H Q
or outside of the State of Vermont. This provision P E S
shall apply to the manager of the home as well, 1\ QJ d
. regardless of whether the manager is the | S
" licensee or not. The licensee shall take all i :Eg O Y‘C%,@@T&D_, ‘ Y]GtYQUJUD‘
reasonable steps to comply with this requirement, | w\'\‘h in Hhree k@ b\j&\hﬂ_g& 8 )
i

V

“including, but not limited to, obtaining and 6«3@%\( w\\
- checking personal and work references and
contacting the Division of Licensing and v\m/3$ U.p ‘\'\
" Protection in accordance with 33 V.S.A. §6911 to Q AN Ng\u\&g \Y\‘Q)YW\QM n
see if prospective employees are on the abuse q - ‘
" registry or have a record of convictions. ‘ IO

~ — - O
This REQUIREMENT is not met as evidenced RIFV z-2f-2e i

by: PocC q(u,fd:a) oA w@v\
. Based on record review and interview, the facility
did not ensure that 1 of 5 applicable staff is not i —— (/ - LO"\W"‘ M -

included on the Vermont Adult Abuse Registry.
Findings include: }

1) Per record review on 2/8/2010 and confirmed
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' day among morning, afternoon, evening, and

. documented.

| This REQUIREMENT is not met as evidenced
" by:

9.11.c Each home shall have in effect, and !
available to staff and residents, written copies of

a plan for the protection of all persons in the f
event of fire and for the evacuation of the building |
when necessary. All staff shall be instructed i
periodically and kept informed of their duties

under the plan. Fire drills shall be conducted on ]
at least a quarterly basis and shall rotate times of |

night. The date and time of each drill and the
names of participating staff members shall be

Based on record review and interview, the facility
did not conduct fire drills at all required times of
the day. Findings include: '

1) Per record review cn 2/8/2010, fire drills were !

~ conducted during morning, afternoon and

evening hours. There was no evidence of night
time fire drills. During interview at 1:33 PM, the
manager confirmed that no fire drills had been
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- during interview that afternoon 'by the facility - !
\ Manager, the facility currently employs 1 staff |
- person, hired 11/2009, for whom an Adult Abuse :
' Registry check has not been completed.
R302. X. PHYSICAL PLANT R302 T N

SS=D o

9.11 Disaster and Emergency Preparedness :
WAR 2 3
- e E

PRESSY

T will new ba sureds
conduct fire drills at

all vequive d Hijes , Our
drills wil melude od~ least
+00 dwm nighkime houis
On Feb. a7, &0] Cwe held
. dacumankd o e dnll
ot 11745 pw. alahe

]
conducted between the hours of 8:35 PM and i R 302 22-tT-2010
8.45 AM. .
poc &C%ﬁ‘) oA~ MAWV\
o e e T e
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